A 61-year-old patient with treated Conn's syndrome due to multiple bilateral adrenocortical adenomata developed primary hyperparathyroidism. At operation, a parathyroid adenoma and a thyroid colloid nodule were found. Although adrenocortical adenomata and hyperplasia are common findings in multiple endocrine adenopathy type I, they are only rarely functional. Hypertension is often associated with primary hyperparathyroidism, but the relationship is usually unexplained.
Introduction
Multiple endocrine adenopathy (MEA) type I usually consists of 2 or more of the following: primary hyperparathyroidism, pancreatic islet cell tumour, pituitary adenoma and adrenocortical adenoma (Wermer, 1963) . Various types of thyroid gland disorder may be associated with the syndrome, and lipomata and bronchial carcinoid tumours may also occur. The adrenocortical adenomata are rarely functional and the finding of a parathyroid adenoma with Conn's syndrome appears to be extremely uncommon.
Case history
A 51-year-old female civil servant presented in 1967 with a 6-year history of increasing tiredness, weakness, nocturia, a moderate degree of dyspnoea on exertion, and occipital headaches, worse on waking in the morning. She had been on no drug treatment until 3 weeks before admission when she had been started on 25 mg hydrochlorthiazide and 8 mmol potassium chloride daily. She (Ballard, Frame and Hartsock, 1964) . It is interesting to note that although the plasma calcium and phosphate concentrations in 1967 were only just outside their respective reference ranges, these results were almost certainly indicative of mild primary hyperparathyroidism at this time. The gradual onset of this disease in many patients is well known (Tomlinson and O'Riordan, 1978) . Hypertension is a well described association of primary hyperparathyroidism occurring in up to one third of patients (Rosenthal and Roy, 1972) . In the majority of cases the hypertension is not related to renal damage and the cause is unknown. In the present patient, the hypertension was associated with a severe hypokalaemic alkalosis due to Conn's syndrome.
Most types of thyroid disease, including colloid nodule, adenoma, carcinoma, thyrotoxicosis and Hashimoto's thyroiditis, have been described in a few patients with MEA type I (Craven, Goodman and Carter, 1972; Wermer, 1963; Snyder, Scurry and Deiss, 1972; Ballard et al., 1964) . However, these findings are probably coincidental: up to 50 % of one post-mortem series of clinically normal thyroid glands contained a thyroid nodule (Mortensen, Woolner and Bennett, 1955 (Heinbecker, O'Neal and Ackerman, 1957) , adrenocortical adenomata occurred in only 2-9 % of one large post-mortem series (Commons and Callaway, 1948 ).
Conn's syndrome due to an adrenocortical adenoma has been described in a patient with acromegaly from an acidophil pituitary adenoma (Dluhy and Williams, 1969) . In addition, a functioning adrenocortical carcinoma producing Cushing's syndrome was reported in association with primary hyperparathyroidism (Raker, Henneman and Graf, 1962 
